P
rimary care is facing a shortage of providers, an issue compounded by expanded coverage under the Affordable Care Act (ACA) and population aging. Patients often cannot find a primary care panel that is accepting new patients, most practices cannot offer same-day appointments for acute complaints, and primary care providers (PCPs) may feel increasingly Bburned-out^. While the ACA contains provisions to expand the pool of PCPs over time, including improved compensation for primary care relative to other specialties, this sort of incentive would take years to work, and is unlikely to fully solve the problem. Team-based care is often advanced as a solution to improve the quality, accessibility, and sustainability of primary care. A recent article suggested that full implementation of team-based care could completely address primary care shortages, without adding new physicians, by delegating tasks to other team members. 1 This article, like many others, focused on a healthcare team consisting of physicians, nurse practitioners, physician's assistants, and nurses. 1 However, few articles about team-based primary care focus on the role of pharmacists, or even mention them-an omission also reflected in the setup of many practices. This is a lost opportunity, because pharmacists can play a key role in Bunloading^medication-related tasks from physicians. While no study has directly addressed exactly how much time PCPs spend managing medication therapy, one study found that family practitioners spent about one-third of chronic illness visits on Btreatment planning^. 2 Much of this Btreatment^is related to managing medication therapy; thus, relieving PCPs of this task could allow them to focus on other tasks for which their training is better suited.
A group of clinicians already exists who could assume some responsibility for managing medication therapy. Over the past 40 years, innovations in pharmacist education (the doctorate-level PharmD degree) and postdoctoral training (residency) have evolved in parallel with heightened expectations of what a pharmacist can and should be doing. The term "clinical pharmacy specialist (CPS)" is often used to describe pharmacists with enhanced training and skills. Nearly all CPSs have completed a PharmD degree as well as postdoctoral residency training. Many carry certifications such as Board Certified Pharmacotherapy Specialist (BCPS), analogous to certification by the American Board of Medical Specialties. In many settings, CPSs have legal authority to prescribe, order and follow laboratory tests, and generally perform all functions required to manage medication therapy.
The skills and training of a CPS can be most fully realized in the context of physician-pharmacist collaborative management. 3 Physician-pharmacist collaborative management is more complex than routine medication therapy management. In physician-pharmacist collaborative management, the CPS may take responsibility for adjusting a medication (e.g., warfarin) in perpetuity, following a request from the PCP. Or the PCP can identify a patient with uncontrolled diabetes or hypertension, and ask the CPS to address the issue and send the patient back when the condition is under control. CPSs can help address other pressing problems, such as improving safety with opioids, managing medications for mental illness, and preventing readmissions in heart failure. CPSs are already fulfilling advanced roles in many settings, such as the Veterans Health Administration, large health maintenance organizations, and inpatient services. But there is an opportunity to expand these roles to additional settings-most prominently, as an important part of a truly high-functioning primary care team.
Studies show that pharmacists perform at least as well as physicians in managing chronic disease, measured by intermediate outcomes such as glycemic or blood pressure control. 4 A key factor in their success may be their ability to see patients more frequently than a PCP. A relatively simple request (e.g., to bring hemoglobin A1c down from 13 to 8) can require ten or more distinct medication titrations to accomplish. It is important that these visits are carried out in a timely fashion. If providers cannot fit these visits in frequently enough, patients may spend longer periods of time with poorly controlled chronic conditions, increasing the risk of morbidity, mortality, and hospitalization. For example, if 12 visits are required to achieve a reduction in hemoglobin A1c from 13 to 8, weekly visits could accomplish the goal in just 3 months, while monthly visits would take a full year.
CPS roles are limited. For example, diagnosis is not the province of pharmacists. In a clinical setting, CPSs operate by referral from a physician. Initially, physicians may feel more comfortable originating these referrals themselves; however, it would also be possible to auto-generate a referral for any patient meeting certain criteria (e.g., hemoglobin A1c > 9), or at least generate a referral for the physician to sign.
There are potential barriers to increasing the role of CPSs. Historically, lobbying by physician organizations has contributed to the enactment of laws in some states imposing restrictions on pharmacy practice. Beyond turf battles, physicians may have genuine concerns about whether pharmacists can take care of their patients, even though studies suggest that pharmacists can do it as well and sometimes better. 4 These concerns tend to be most pronounced among physicians who work in non-academic settings or who have not previously collaborated with CPSs. However, physicians who do have experience working closely with a CPS often become strong advocates for the value of physician-pharmacist collaborative management. In any event, physicians will need time to become accustomed to working with a new team member and effectively coordinating care. Similarly, patients may be unfamiliar with this new member of the healthcare team, and may need orientation to their pharmacist's new responsibilities.
From a business perspective, a patchwork of state-level laws and regulations have led to variation in what pharmacists are allowed to do independently and, perhaps more importantly, the services for which pharmacists are able to bill. However, the advent of alternative payment models may encourage expanded pharmacist participation in primary care delivery, because these new payment systems shift the focus away from billing as a key determinant of what makes business sense. Even within a fee-for-service framework, there may be expanding opportunities for pharmacists to bill indirectly in states where they are granted limited authority. For example, the Centers for Medicare & Medicaid Services now allow billing for chronic care management (CCM) or for medication reconciliation. A CPS can do most of this work, especially with a nurse for backup on non-medication items. One of us recently led a study of a centralized cardiovascular risk service, staffed by pharmacists, that provided remote services to primary care practices. 5 This efficacy study has now been expanded into a free-standing (non-research) service, which continues to provide remote services to primary care. Payment for this program is now being pursued through billing for CCM and medication reconciliation codes. Private physicians have been highly supportive of this service, and have delegated a great deal of responsibility to the pharmacists. This experience contrasts with the commonly held belief that physicians in non-academic practices may resist the idea of delegating responsibility to a CPS.
Similarly, as physician practices become part of accountable care organizations or seek level 3 medical home recognition, more of their reimbursement will depend on achieving certain outcomes, such as controlling diabetes or preventing readmissions for heart failure. If pharmacists can achieve these outcomes faster, better, or at less cost, physician groups may see a strong business case for adding a CPS.
Several research efforts could advance our understanding of the potential benefits of expanding use of CPSs. First, states vary in the degree of autonomy they allow for CPSs. Studies should examine the impact of these state laws on the cost and quality of care. Second, research should examine how best to integrate CPSs into clinical workflows and teams, which could start by studying teams that already utilize CPSs particularly effectively. One important part of this effort may be to quantify what proportion of work in a primary care setting a CPS can feasibly do. Third, there is a need to evaluate what happens when a CPS is added to a practice that has not had one before, in terms of the impact on outcomes, workload, and the practice's bottom line. This would ideally be accomplished with a mixed-methods evaluation of a practice that is in the process of adding a CPS. Finally, while studies have quantified the impact of pharmacists on intermediate outcomes, 5 it is unlikely that a study will be adequately powered to directly show an impact on definitive outcomes (e.g., myocardial infarction). Simulation models, linking pharmacist-accomplished improvements in intermediate outcomes to expected downstream benefits, could help strengthen the case for increasing the role of CPSs.
Clinical pharmacy specialists are important healthcare workers, but we may not be using their knowledge or skills to the fullest. CPSs can make valuable contributions to improving quality and access, while helping control costs. Efforts to create high-functioning primary care teams should recognize and take advantage of all that they have to offer.
